The vigour of the so-called new cross-cultural psychiatry (Kleininan, 1977; Littlewood, 1990) (Jopling, 1991). It remains widespread in many parts of Asia, Africa, and Central and South America (World Health Organization, 1985) . In India, with an average prevalence rate of 5â€"6per 1000, approximately 300 000 new cases present annually for treatment (Park & Park, 1985, p. 353 Although research dating back to the last century identified higher rates of depression and other psychiatric conditions among in-patients with the disease, the effect ofthe diagnosis itseLf on the mental health of leprosy out-patients has not been studied. 
(EMIC), developed in response to this challenge, was used to study cultural meanings of leprosy, its emotional impact, and compliance with treatment. Tropical diseases pose special problems that are likely to benefit from improved links between psychiatry, medicine and anthropology in developing countries where such diseases are common. Leprosy, also known as Hansen's disease, is a prime example. As a major health problem with cultural, behavioural and emotional components, leprosy is the archetypal P' stigmatising medical illness (Jopling, 1991) . It remains widespread in many parts of Asia, Africa, and Central and South America (World Health Organization, 1985) . In India, with an average prevalence rate of 5â€"6per 1000, approximately 300 000 new cases present annually for treatment (Park & Park, 1985, p. 353) . The advent of multidrug treatment for leprosy a decade ago (World Health Organization, 1982) ,using dapsone and rifampicin for paucibacillary disease and adding cbofazimine for multibadillary cases, reduced the course of treatment for most patients to between six months and two years, and made leprosy not just treat able, but curable. Disentangling the fear of disfiguring outcomes, now preventable, from the popular meaning of the disease has become a major objective of leprosy programmes (Chen, 1988; Fassin, 1990 ), but persisting cultural meanings maintain its stigma. Although research dating back to the last century identified higher rates of depression and other psychiatric conditions among in-patients with the disease, the effect ofthe diagnosis itseLf on the mental health of leprosy out-patients has not been studied.
In the first study from the psychiatric clinic at the US Hansen's Disease Center in Carville, Louisiana, Cazanavette (1927) emphasised depression and anxiety, attributing them to â€oe¿ some irritating lesion of the nervous system brought on by . . . toxinsâ€• (p. 1496). Lowinger (1959, 1974) , working at the same centre decades later, also favoured an organic explanation, suggesting that psychopathology resulted from bacterial invasion of the central nervous system, a hypothesis that is unsupported. A study at Carville found major depression to be the most frequent diagnosis (4&lo) among 84 patients seen in the psychiatric clinic (Olivier, 1987) .
In India, mental health specialists have recognised a need for psychiatric services in leprosy treatment programmes (Verghese et a!, 1971; Behere, 1981; Chauhan et al, 1982). Behere reported suicidal ideation in 14 of 24 randomly selected leprosy in patients in Banaras, India, two of whom had attempted suicide.
in the culture of the group under study, the insiders' perspective (emic), or based on professional ideology, the outsiders' perspective (etic) (Headband et al, 1990) . A study of local concepts of health and illness among patients for whom these concepts are meaning ful is emic; an epidemiological study employing DSMâ€"IIIâ€"R or ICDâ€"9 diagnoses is etic.
Explanatory models of illness refer to experience and the sense people make of it (Kleinman, 1980) . To the extent that these explanatory models are rooted in local cultural concepts, reflecting the way people think about their world, themselves, health and health problems, explanatory models are emic; insofar as they reflect exogenous professional ideologies, they are etic. Although the EMIC (our semistructured interview) is concerned primarily with eliciting explanatory models of patients in their own terms, explanatory models are complex, reflecting influences from within and outside the culture. Our emphasis on the emic perspective is relative, not absolute.
The explanatory model and the emic/etic dicho tomy guide research in cross-cultural psychiatry and medical anthropology, including studies of beliefs about leprosy in Thailand (Neylan et a!, 1988) and Pakistan (Mull et a!, 1989) . The EMIC is a locally adapted semistructured interview based on concepts that collectively specify an explanatory model. Pre-testing to adapt the EMIC for research in any particular cultural and clinical context identifies locally meaningful categories with reference to the framework (see below) and elaborates the â€˜¿ insiders' point of view. The technique studies the relationship between culturally defined experience and professionally defined outcomes.
The EMIC identifies normative cultural explanatory models as well as the diversity and implications of individual variation. In the current study of leprosy, relevant outcomes included psychiatrically significant emotional distress and attendance in the Hansen's clinic. Figure 1 illustrates the conceptual framework relating outcomes and explanatory models.
Efforts clinicians in translation seminars and discussed the translation and back-translation item by item.
Interviews scored by two raters to test inter-rater agreement in the pilot phase of the study identified ambiguous questions and category codes; these were eliminated or revised.
The EMIC elicits a structured explanatory model of illness (see Appendix) with qualitative prose elaboration of coded data and the interview process.
Inter-rater agreement for key items of the EMIC, measured by comparing two raters observing the same interview, yielded good or satisfactory results (Table 1) were familiarwith DSM-III-R from their clinical training and practice. The study site was in Bombay, India's largest and most prosperous city. It is a centre of urban migration where crowding and poverty sustain endemic leprosy. Prevalence rates average 11.9 per 1000, and in some slums they reach 22.8 per 1000 (Revankar & Ganapati, 1988 The standard errors of point estimates for kappa ranged from 0.06 to 0.18. The number of categories on which assessment of agreement was based ranged from 3 to 13.
area of research (Murphy, 1969) . MediCal anthro pology, which focuses on cultural meanings, and epidemiology, which evaluates risk factors, inter ventions and outcomes, each address complementary aspects of cultural validity.
The coherence of explanatory models derived from the EMIC with respect to ethnographic data may be an appropriate indicator of construct validity. If emic categories predict outcomes of clinical significance (clinic attendance, diagnosis of depression, anxiety or somatoform disorder, and Hamilton scores-see below), this shows the criterion validity of anthro pobogical explanatory models. Kleinman's (1977) formulation of the category fallacy, which questions the power of clinical concepts defined in one culture as the basis for psychiatric evaluation in another, underscores the complexity of questions about cultural validity.
Research that relates explanatory models to diagnoses, as in this study, helps to clarify the validity of professional diagnostic categories with respect to data from a culturally defined explanatory model. Hindi, those for whom Hindi or Bhojpuri is the mother tongue (22Â°!.) were predominantly immigrants from the north. Marathi, mother tongue of 64Â°!.of the Hansen's sample, is the regional language of Maharashtra, and Urdu (mother tongue of 5Â¾),similar to spoken Hindi, is typically the language of the Muslim minority. Our sample was mostly male (89Â°le), possibly reflecting a greater incidence of leprosy among men (Park & Park, 1985) and the greater reluctance of women to come to the clinic and participate in the study.
Most patientswith leprosycomplainedof pain, swelling, heat, numbness or some other somatic symptoms (84Â°!.), and about half the patients (52Â°!.) told us these somatic complaints were the most troubling aspect of the illness.
About half of the sample (49Â°!.) also told us they were worried about the implications of the disease, what it would mean or how others wouldrespond, and for 21Â°!. this was the most troubling aspect of their problem. Most patients were able to keep others whom they did not want to know from fmdingout about theirdisease(71%), althoughnearly half (46%) chose to disclose it, usually to a close relative.
The overwhelmingmajority (89%)said they thought their condition would worsen if not treated, many specifying deformities or death (6lÂ°lo) as likely results.
Culturally patterned stigma was the main concern in the early stages ofleprosy, before deformities and disabilities ensued. It is the social meaningof the diseasethat results Hansen's patients in the study (82'/e) said their disease would eithermake it more difficultto marryor that it would have if they were not already married. Fewer expected it to affect a relative's marriage (64%), and fewer still said it might cause problems in an existing marriage (43%).
Marriageseemsto createa strongbond that resistsstigma, unlike the effort to marry, which is vulnerable to stigma.
None of the women with leprosy whom we interviewed thought their disease would affect their marriage adversely, compared with 48% of the men (P=0.03, Fisher's exact test, two-tailed). Since fewer women participated in the study, the greater tendency of women in the sample to report a strong social network may indicate that without it, women are less likely to come for treatment. Dependent social status may make it difficult for some to reach the clinic. Arranged marriages may also render many women more vulnerable to stigma, since marnageability for them is linked more closely with self-esteem and community assessment of personal worth. Table 3 Perceived causes of illness among leprosy patients who return or fail to return for follow-up and among vitiligo and tinea versicolor patients (%)
The Will of God may cause leprosy or big diseases, but not my problem. This comes from dirty things and not washing.â€• Many with tinea versicolortypicallymentionedwearingwet clothes or sweating from exercise in hot weather as causes. Vitiligo patients also referred to hygiene, dirty clothes, heat and local trauma (in several cases attributing it to irritation from popular, inexpensive plastic slippers), but ideas of karma, guilt, punishment and malevolent influences played a more important role than among the group with tinea versicolor especially among depressed and anxious patients, who werekeenlyawareof its negativesocialmeanings.Ideas about its cause change over time. A 42-year-old man who had had vitiligo since he was 12 wore only shirts with long sleeves in all seasons to hide his spots. He explained how his thinking had changed: â€oe¿ I used to believe that this came from karma. I sang bhajans with a group, and they spoke a lot about the influence of deeds in the past life; I thought that must have caused it. But I like to read. You know, doctor, even though I was educated only to the 3rd standard, I read a lot. I began reading books about science.
Gradually I came to believe that it is wrong to explain diseases by black magic or by god. You know, my hair started turning grey. It became all white. But now I use dye. Can you tell? I ask others, and they cannot. If god were so powerful, why could he not do such a simple thing as to make my hair turn dark again? The hair dye can do that, and it comes from science. That is why I think so much of science.â€• Health education at the initial visit appeared to increase the percentage ofleprosy patients who attributed their illness to germs, hygieneand related causesin the follow-upvisit from 46% to 60% (Table 3) . Eliminating artefactual responses in the first interview, that is, those who said they had not considered the idea until we asked, left only 31 !e of the follow-upgroup whohad consideredtheseperceived causes on their own at the initial interview. None of exact test, two-tailed) and significantly higher Hamilton depression scores (mean (s.d.) 18.3 (12.0) v. 7.2 (7.2), P= 0.008, f-test) in the total sample (n = 87).
Islam rejects the concept of karma or rebirth, but nearly half the Muslim patients referred to fate (nasib). Too much heat in the body, another popular response, specified a more definite explanation, referring implicitly to influential indigenous humoral medical traditions. All patients who referred to physical exertion, an injury or accidentas the causeconsideredit the most importantcause, and none of these responseswereinterviewartefacts. While nearly the same number considered sorcery and evil eye, this was more typicallyan additional consideration than (1988) found that food was a relatively less frequent explanation for leprosy in northern Thailand (8%) than in Pakistan (34%) (Mull et a!, 1989) It is necessary to consider the context of beliefs to understand their practical significance. In an American psychotherapyclinic a belief among patientsin the psycho social underpinnings of presenting problems is consistent with the clinical model of professional psychotherapists. Foulks et a! (1986) showed that such â€˜¿ medical models' Ã¸@ predicted a better outcome and smoother termination. The same ideas about illness embedded in a different cul tural context may affect compliance adversely. African Americanwomenin NewOrleansreporting â€oe¿ folk-illness beliefs for hypertensionâ€•, includingtco muchheat, weremorelikely to comply poorly with treatment than their counterparts whose explanation was consistent with biomedical hyper tension (Morbidity and Mortality Weekly Report, 1990) .
Our clinical ethnographic prose data indicate that it may be useful to consider alternative configurations of the groups of perceived causes that we analysed. For example, magico-reigious influence, contamination, and humoral balance were three distinct themes associated with foods, and they constitute an alternative configuration for analysing food as a perceived cause. One patient told us, Most subjects with leprosy first sought help outside the home from private doctors (59%), government doctors (14%) or the KEM Hospital clinic (21Â°le). Although studies of help seeking in India and other traditional societies emphasisethediversityofhelp seekingandtheimportanceof the indigenousmedicalsystem(Leslie, 1980;Bhattacharyya, 1983), only one patient went to an Ayurvedic doctor first. Few (5%) reportedthat the doctor they first saw told them they had leprosy. Disclosure of serious illness by physicians Other doctors may have chosen not to worrytheir patients while referring them for appropriate treatment, as some clinicians and researchers recommend (Berreman, 1984) . Other doctors probably had revealed the diagnosis, but as a resultof denial some patientssaid they had not been told. This we infer from observing patients' reports about what they were told in the KEM Hospital's Hansen's clinic. The doctor there informs new patients referred to our study of their diagnosis, but only 75% said they had been told or knew they had leprosy. Among the 35 patients we saw in our follow-up interview, with whom we had previously discussed their illness in detail and who had been attending the Hansen's clinic, four (11%) did not mention leprosy when we asked them to name their problem. Denial may be adaptive in coping with emotional consequencesof myocardialinfarction (Hawk & Macland, 1988) and other conditions. A meta-analytic review suggested that avoidant coping strategies are most likely to helpwithshort-termemotionalsequelaeofmedicalillness (Suls & Fletcher, 1985) . Among some regularlyattending the out-patientdepartmentin the Hansen'sclinicdenialwas sometimes significant and helpful, as long as it did not interfere with chemotherapy. Some patients who would neither speak the name of the disease nor endure our mention of it without considerable discomfort continued to come regularly.
Denial is a matter of professional concern, however, when it interfereswith essentialmedical treatment. Depressivedisordersamongleprosypatientsat the initial interview, including adjustment disorder with depressed mood, constituted the bulk ofthe D-A-S diagnoses (71%), and anxiety disorders were next (43%). (They total more than 100Â¾ because a diagnosis of adjustment disorder with mixed emotional features was counted in both groups.)
Concerns about self-esteem, stigma and the social impact of the disease were strongly associated with depression (Table 5 having leprosy, which supports the cross-cultural validity of Strauss's proposed diagnosis.The inter-relationshipof knowledge about the disease, non-disclosure to self (i.e. denial), disclosure to others, help seeking, treatment compliance, and the emotional burden of medical illness involve complex psychological, behavioural and cultural issues that require further study.
Psychiatric evaluation
Half of the leprosy patients fulfilled criteria for some depressive, anxiety or somatoform (Dâ€"Aâ€"S) disorder, as did a substantial percentage of the patients with vitiligo (37%), but only one (8%) of the patients with tinea versicolor (Table 4) Improved collaboration in developing countries among colleagues in psychiatry, medicine and the social sciences requires further research that is specific to both culture and tropical diseases. Development of the EMIC provides a needed method for studying cultural features of medical and psychiatric illnesses. It has begun to generate a database of explanatory models that specify cultural norms and intracultural diversity, to test hypotheses relating anthropological data to illness behaviour and clinical outcomes, and to facilitate comparisons in cross-cultural research. Additional experience with the method will further clarify the practical signifi cance of cultural meanings. Findings will enable clinicians to work more effectively with patients' beliefs and to demonstrate the value of a socio cultural formulation for clinical practice in diverse settings.
